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{X4y 10 SUMMARY STATEMENT OF DEFICIENCIES 0 ' PROVIDERS PLAN OF CORRECTIO [%8)
PREFIX | (BAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX ¢ (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR [SC IDENTIFYING INFORMATIQN) ! TAG £ CROES-REFERENCED TQ THE APPROPRIATE ! OATE
) : ; DEFICIENCY) '
i ! i
F 000 i INITIAL COMMENTS . F000:

. Arecertiflcation survey and complaint !
| Investigation #43880 were completed on 4/16/18
i . 4/18/18 at Good Samaritan Health & Rehab i
i Canter. Deficlancies ware cited during the i
| recertification survey at a HARM (& sltuation In
| which the providers noncomplisnce resulted ina
! negativa cutcome that had compromised the ' !
| resident's abllity to mainlain and/or reach his/her
| hightest practical physlcal, mentai and .
| psychosoclal well-being as defined by an
| accurate and comprehensive resident
j assessment, plan of care and provision of
| services) for failure to approprlately update and
. complata 2 comprehenslva care plan, notlfy the
- Medlcal Director timely a fall occurred, and failure -
| to provide pain management for Resident #23¢ |
! whlch resulted in a fracture. : i

F 578 | Request/Refuse/Dscntnue TrmntFormite Adv Dir : F 578; What correctlve actlan(s)

5= | CFR(S): 483.10(C)(B)(BX@)N12)(0)-(V) : will be accomplished for
: : |
' §483.10(c)(6) The right to raquest, refuse, and/or | i those residents found to
! discontinue treatmant, to participate In or refuse ! ! have been affected by the :

: i deficient practice. i

i ;

i to participate In experimental rasearch, and to

, formulate an advance directive. ; i

; | The resldent/responsible

: §483.10(c)(8) Nothing In this paragraph should be | ! rty for r l/de 2#86 ,

' construad as the right of the resident to recelve | party Tor resident #80 was

| the provislon of medical treatment or medical 1 notified for validity of the

| servlces deamad medically unnecessary or correct code status 4/18/18.

i inappropriate. : i
The Advance Directive for

Resident #86 was reviewed

for accuracy and completeness.

; §483.10(g)(12) The facllity must comply with the
{ raquiremants specifled in 42 CFR part 488,
| subpart | (Advance Diractives).

i (1) These requirements includa provisions to . : The Incorrect copy was
| Infarm and provide writtan information to all aduit | i removed from the
]: raasldents concerning the right ta eccept or refuse ! : chart

1 { N

| ]
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

' (gé % Tm.: ..ﬂ B i (j__j?'o;rgs

Any daflcloncy atalsmant anding with an astarlai () denotens & deflalancy which tha Inatitution may be axchised 1rot eorracing providing I 1 deleunlnsd that
olhar saleguards provide sufficlent proteclion to the patients. (Sea (nstruclione.) Except for nursing homes, the findings statad atidua are disclosable 80 Jays
followling the date of aurvey whethar or nol a pian of corgotion is provided, For nurslng homea, tha abave findings end plang ol carraclion are disclogeble 14
days following the date theae documants are made avallsble to the faclity. If deficiencles are clled, an approvad plan of correction Is mqulsile Lo conlinuad

program pariclpation.
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SYATEMENT QF QEFICIENCIES (X1) PROVIDER/SUPELIBRICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING GOMPLETED
446170 8. WiNa - 04/18/2018
" NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE T
500 HICKORY HOLLOW TERRACE
. GOOD SAMARITAN HEALTH AND REHAB CENTER ANTIOCH, TN 37013
X& 10 SUMMARY 3TATEMENT OF DEFICIENCIES 1D . PROVIDER'S PLAN OF CORRECTION )
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED AY FULL PREFIX | (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
Tad REGULATORY OR LSC IDENTIFYING INFORMATION] [ TAG CROS5-REFERENCEQ TO THE APPROFRIATE DATE
' : DEFICIENGY) ;
! b ! '.
F 000 INITIAL COMMENTS ! F 000
i Arecertifloation survey and complaint | i
i Investigation #43690 were completed on 4/16/16 !
| - 4/18/18 at Good Samaritan Health & Rehab i ;
i Centar. Deficiancies were cited during the i i I
! racertification survey at a HARM (a situation In . | !
! which the provider's noncompliance resulted ina '
i negative outcome that had compromised the i i
| resident's ability to maintain and/or reach his/her - !
{ hightest practical physioal, mental and : '
| psychosocial well-being as deflned by an ' ;
| accurate and comprahensive resident : ! '
: essessment, plan of care and provision of : |
i services) for fallure to appropriately update and | i
, complete a comprohensive care plan, 1otify the !
- Medlcal Director timely a fall occurred, and failure -
i to provide pain management for Resldent #239
. which resuited in a fracture. : f
F 578! Request/Refuse/Oscntrnue Trmnt;Formite Adv Dir ! F 578, How willl you Identify other ;
§8=D ;| CFR(s): 483.10(C)ENEXGX12)()-(V) : residents having the '
i . i ! otentlal to be affected by
| §483.10(c)(6) The right to request, refuse, and/or | R .
' discontinue treatrnant, to participate in or refuse | ' the same deficlont practice .
| to participate in experimental research, and to : j and what corrective action i
farmulate an advance directive. ; | will be taken: !
: §483.10(c)8) Nothing in this paragraph should be | ! . i
; construed)és)the Hght of the r';sidgnt‘:o receive | ! All residents’ charts were :
! the provislon of medical treatment or medical i ‘ audited 4/19/18 to ensure
| services deemed medically unnecessary or E ‘ all Advance Directives are
| inappropriate. ; ! complete and accurate.
i §483.10()(12) The facility must comply with the | :
| requirements specified in 42 CFR part 489, i | Ins-services were conducted
: subpart | (Advance Diractives). | 4/19/18 regarding the
i (1) These requirements include provislons to ; : importance of the Advanced
! Inform and prowdgz wrttten_lnformatlon to all adult 5 | Directive being complete and
. regidents concerning the right to accept or rofuse ! ! ;
! I i [ accurate, :
LABORATORY CIRECTOR'S OR PROVIDER/SUPFLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency atalament ending with an asterlak (*) denoles & daflciency which ths Institution may be axcused from correcting providing W le detarmined that
other safeguards provide sufficlant protactlon (o the patienta, (See Insltucllona.) Excapt for nuraing homes, the findings slaled above ere digclosable 90 days
follawing tha data of survey whather or nat a plan of corréation la pravided, For nursing homes, (ha above Tindings and pians of carrection are disclosabla 14
days following the ¢ate lhese documents are made avallabla to the faallity. If deficlonclas are cltad, an epprovad plan of correction is raquisite to conlinued

progeam parliclpation,

FOEM 6@8;2667(02-993 FPravious Varaions Obgaolele Eu.nl 103: 24 XE11 Facllity ID: TN1R0B i continuation shael Paga 1 of 2¢



05/07/2018 MON 16:44 FAX [go16/111

05/02/201l8 WED 16:08 FAX 6197417051 TDOH HCP o @007/039
PRINTED: 06/02/201
DEF’ARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVE]
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r-STA’\'EMENT OF DEFICIENCIES (X1) PROVIDER/SUFFUER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY

AND PLAM OF CORRECTION IDENTIFICATION NUMBER, A. BUILDING COMPLETED
445170 B. WING 041812018
GTREETAODRESS, C(TY, STATE, ZIP COOE

NAME OF PROVIDER OR SUPPLIER
500 HICKORY HOLLOW TERRACE

GOOD SAMARITAN HEALTH AND REHAB CENTER ANTIOCH, TN 37043
(X410 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION LY
PREFIX ! (BACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | . (EACH CORRECTIVE ACTION sa’izqr_lm BE ; GOMgk‘F‘;I'ION

TAG REGULATORY OR LSG IDENTIFYING INFORMATION) : TAG CROSS-REFERENCED TO THE APPROPRIATE !
: | : OEFICIENGY) ! N
| : : : - :

F 578 Continued From page 1 ' F578-  \What measure will be put
' medical or surgical treatment and, at the i ; ) .
| resident's option, formulate an advance directive. - + Intoplace or what systematic |
 (ll) This includes a written description of the i - changes you wlll make to
: facliity's policles to implement advance dlractives ‘- ensure that the deficlent l
: and applicable State law. : ; practice doas not recur; and i
. (ill) Facilities are permilted to contract with other . :

. entities to furnish this information but are stil : . Forall newly admitted

| legally respansibie for ensuring that the
1 requirements of this section are met.

L (iv) If an adull Individual is incapacitated at the

| ime of admigsion and is unable to recelve

| information or articulate whether or not ha or she
i has executed an advance directive, the facllity

" may give advance directive information to the

resldents the following
steps will be performed :
to ensure the deficient !
practice will not recur; ;

- individual's resident representative fn accordanca | : 1. Comm. Relations Staff

; with State Law. i '- wlll initiate the Advance

i (v} T.h(:.‘.' fﬂ(?m?y is ﬂOtlreliGVEd of Its obligation to ! Directlve with resident
provide this infarmation ta the indlvidual once he | | and/or responsible party

" or she i able to recelve such information.

" Follow-up proceduras must be In place to provide
- the information to the individual directly at the

; appropriate me. " !

on day of admisslon.

' This REQUIREMENT s not met as evidenced | ; 2. Admission Nurse will verlfy
" by: ! ©
. Based on medical record review and Interview, | : with family to validate

| : the facility failed to maintsin accurata advanced 1 accuracy of Advance Directlve. |
- diractives (code status) in the alectronic medical .
i record for 1 of 42 sampled residents (Resident | : 3. During the Initial Care Plan ,
1 #36) reviewed. | Conference (24-48 hrs)) IDT

Staff wilt review the Advance

: ! Directlve with the family to
Medical record review revealed Ragldant #86 wss | Ensure completion and

' admitted to the facliity on 3/10/18 with diagnoses | -, Accuracy ;

{ including Parkinson's Disesse, Heart Failure, i : )

¢ Dysphagta, Adult Fallure to Thrive and Dementia.

: Findings include: i

4. Medical Records will audit
' Medical record review of the alectronic medical For compllance.
| record for Resident #86 on 4/16/18 at 410 PM 1

FORM CMS-2607(02-00) Previous Verglons Obaolete Evant 1D 24XE11 Facilily ID; TN1R00
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DEPARTMENT GF HEALTH AND HUMAN SERVICES FORM APPRO
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0936-0
ATATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERIGCLIA (X2) MULTIPLE CONSTRUGCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
445170 B. WING - - 04/18/2018
NAME OF PROVIDER OR SUPPLIGR STREGT ADDRESGE, CITY, 4VATE, ZIP CODE
0D SAMARITAN HEALTH AND REHAB CENTER e SO HOLUGW SERRECE
G000 SAMARITAN HEALT ANTIOCH, TN 37013
(X0 | SUMMARY STATEMENT OF DEFICIENCIES o : PROVIDER'S PLAN OF CORRECTION T xs)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED @Y FuLL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE ( COMPLET
TAG REGULATORY OR LSC IDBNTIFYING INFORMATION) CTAG CROSS-REFERENGED TO THE APPROPRIATE | DATe
¢ : : DEFICIENCY) ;
] ' !
F 578E Continued Fromlpage 2 o __ F 578? How the correctlve action(s) !
| and 4/18/18 al 9:50 AM revealed the resident's £ 1 wlill be monltored ta ensure i
; advanced dlrective (codes atatus) was ' the deficlent t il X
; Cardlopulmenary Resuscitation (CPR) indicating f @ detlclent practice will not
, she preferred (Ife saving Interventlons If she has | y recur; l.e., what quality ,
''no pulse and is not breathing, | assurance program will be |
P _ i _’ | put Intoa place. ;
]' Medical record review of Resident #86's hard ' , ;
; chart revealed a POST (Physician Order for ' i . i
' Scope of Treatment - a docurnent completed by a | " The QAPI Committee will ?
' healthcare professional, signed by a Physician ; monltor the effectiveness _!
' baged on patient preferences and med|oal : of the Interventions '
! indicatlons) forrT! dated 3/10/18. Continuad review : j implemented and the .’
i revaaled the resident prefarred a code status of members include y
i Do Not Reguscitate (DNR) indicating to allow : )
- natural desth if she has no pulse and Is not : Administrator, Assistant
' braathing. - _ Administrator, DON, DSD, :
: nteri — g g : QA Coordinator, MDS
. Intarview wit & ¢charge nursa, License : ordinat ; '
| Practical Nurse (LPN) #5 on 4/16718 at 9:50 AM | : g? t"j'"a o, Activity M;'“ager'
et the nurses station after viewing Resident #66's, | ‘ etary Manager, Reha
i home page on the electronia medical record and i Manager, Social Services
; the hard chart copy of the POST farm confirmed | Director, Medical Records
the electronic medleal record and hard copy : | Manager and RN/CNT.
 POST form were not the same. Further interview : : Monltoring will be conducted
i confirmed the hard copy POST form was the ; : g e
i corract documant te follow. The LEN _: daily, weekly, monthly or as
1 (#5)confirmed the facility failed to maintain ! i ordered by the Medial Director
; accurate code status for Resident #8656 in the ' .
| slectronic medical record. - (See ArdcHment "¢
F 560 Notlfy of Changes (Injury/Dectine/Room, ete.) i F 580
§8=G ; CFR(s): 483.10(g)(14)(i)-(iv)(15) , :
i §483.10(g)(14) Notlfication of Cha nges. i |
| (i) A facility must immaediately inform the residant; ; ! i
i consult with the resident's physiclan; and notify, i i
: consistent with his or her authority, the resident ! ! |
| representative(s) when there is- i : :
L | (A) An accldent involving the resident which | ! :
N 1 !
] ; i . )
FORM CM&-2507(02.98) Previcus Versiens Obsalgle Bvent ID: 24XE 11 Facllity ID: TN1008 If continualion sheat Paga 3 of 2¢
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STATEMENT OF DEMCIENCIES (A1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND FLAN Of CORRECTION IDENTIFICATION NUMBER. A BUILDING COMPLETED
445170 B. WING 04/18/2018
NAME OF PROVIDER OR BUFPLIER STRECTAODRESS, CITY, 81ATE, 2R CODE
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(X4) ID SUMMARY STATEMENT OF DEFICIENGIES ) 10 PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX - (EACH DEFICIENCY MUST BE PRECEQED BY FULL I PREFIX (EACH CORRECTIVE ACTION SHOULD BF | GOMPLEY
TAG REGULATORY OR LSC IDENTIFYING INEQRMATION) i TAG { CROSS.REFERENCEQ TO THE APFROPRIATE i DATR
: DEBFICIENCY) }
; 1 I' S — A
: i
F 580 Continued From page 3 F 580!

Lresults In Injury and has the potential for requiring
i physlelan Intervenlion:

i (B) A significant change in the resident's physical,
i mental, or psychosociat status (that is, a

: detarloration In health, mental, or psychosoclal

' status in either life-threataning conditions or

| clinlcal complications);

; (C) Aneed to aller treatment significantly (that ls,

a need to discontinue an existing form of
treatment due to adverse consequences, or to
s commenca a naw form of treatment); or
} (D) A declsion to transfer or discharge the
i resident from the facllity as specifled in
. §483.15(6)(1){M).

- (Il) When making notlfication under paragraph (g) ¢

" (14)(1) of this section, the facllity must ensure that |
@l pertinent Informatlon specified n §463.15(c)(2) .

i Is available and provided upon request to the

: physiclan.

(i) The facllity must a1so promptly notify the

i residanl and the resldent representative, if any,

f when thers la-

j (A) A change In roam or roommate assignmeant

! as specifiad in §483.10(e)(6); or

i (B) A change in resident rights under Federal or

| State law or regulations as speclfléd in paragraph
,[ (e)(10) of this section.

| (iv) The facllity must record and periodically

| update the address (malling and emall) and

I phone number of the resident

| raprasentative(s).

]

! §483.10(g)(15)

{ Admisslon to a composite distinct part. A facllity
i that is @ composite distinct part (as defined in

| §483.5) must disclose In its admission agraemeént

i its physioal configuratlon, including the varlous
| locations that comprise the composite distingt
|

|
l

1

What corrective actlon(s)
will be accomplished for
those resldents found to

*  have been affacted by the
| deficlent practice.

The Medlcal Director was

notified of the “Immediate
leopardy” citation 4/17/18
@ 8:30pm. !

The facility assigned a “Sltter”

to be in the room with

Resident #2395 4/17/18 @ 7:01pm.
The family was informed 4/17/18

' @ 7:01pm, Resident’ care plan

! was updated accordingly 4/17/18.

; The nurse assigned to Resident #239
| on the day of the Incident was
: suspended 4/17/18 @ 10:45pm,

|
[
|
l
I:
|
|
J' 5

i
:
i
|
I

f
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STREGT ADDRESS, CITY, STATE, ZIP CODE

NAME OF PROVIDER OR SUPPLIER
500 HICKORY HOLLOW TERRACE

GOOD SAMARITAN HEALTH AND REHAB GENTER ANTIOCH, TN 37013
10 SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION | )

PREFIX | (EACH DEFICIENCY MUST BC PRECEDED BY FULL { PREFIX (EACH CORRECTIVEACTION SKOULD BE CoMpLET!
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED 10 THE APPROPRIATE | DAl

‘ : i DEFICIENCY) i

A ! |

. | .

F 580 Continued From page 4 . F560: ?

; part, and must specify the.policies that apply to ;
. roomn changes betwaen its different locations : ; i
L undsr §483.15(c)(9). ¢ ; i
« This REQUIREMENT is not met as evidenced g - o
- by ! :

. Based on facillty policy review, medical record | i How wlll you Identify other i
! raview, facility investigation review, Physician [ . rasldents having the !
' Order, Nursa's Notes, Radiology Report and i § !
| Interview, the facility falled to notify the Medical | ; potentiaiis :;e Sifected lb i ;
| Director/Attending Physiclan immediately after 1 5 the same deficlent practice ;
| fall by 12 residents (Resident #239) ! . and what carrective actlon i
| samplad/reviewed for falls. The facllity's fallure to . wlll be taken; i
' notify the Physician in a timely manner resultad in f :
prolonged pain o the Resident and HARM (a , " In-service tralning was given to

“sltuatlon in which the providar's noncompliancs

“resulted in a negative outcome that had the nursing staff regarding

. compromised the resident's ability to maintain , - Notlfleation to physiclan and

- @nd/or reach his/her hightast practical physical, : i family beglnning 4/17/18 and :
~mental and psychosocial well»bgmg as defined by ! " will be on gaing ta ensure all '
. 8n accurata and comprehensive resident : ‘
| assessment, plan of ¢are and provision of : Staff.that were not present at

' services), | i the first training session recelve

i ! i the tralning prior to beginning

 Findings include: .' - thelr shift. “In-service Training

: i . Sheets Attached),

; Review of facility policy "Notlflcation of Physician : » i
. & Famlly - Change in Resident's Condition or ! Y feme _ =17 % -) |
: Status" revisad 11/28/16 revealed, "...Our faciity i (SE( ATTICH MENT € '
i shall promptly notify the...Attending Physiclan...of
' changes In the resident's medicalimental

: condition and/or status,..The nurse will notify the
. residenl's Attending Physiclan...when there has

' been a(an)...accldent or incldent involving the

: rasident..."

!
I
!
1
i

- was admitted to the facility on 3/23/18 and .
| readmittead on 4/2/18 with diagnoses including i i
i Fracturg of Unspecifled Part of Neck of Right : ' |

FORM CMB.2587(02-09) Pravious Varsions Obsolels Evant ID: 24XE11 Facilty (D; TN160R If continustlon sheet Page 5 of 2
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o) PROVIOER'S FLAN OF CORRECTION : X8}

: Femur, Hallucinations, Other Reduced Mobility,
| Muscle Weakness, Other Abnarmallties of Gait

! Divarticulosis of Small Intestine, lschemic

. Cardiomyopathy, Chronle Obstructive Pulmonary
' Disease, Adult Fajlure to Thrive and Acute

, Angle-Closure Glaucoma.

|

- Medlcal record review of & Discharge Minimurm

' Dala Set dated 3/26/18 revealed Resident #239

+ had a Brief Interview for Mental Status score of

* 11, indleating mild cognitive impairment and

: required exlensive assistance with bed mobillty,

and requirad total dependence for bathing.
- Continued review revealad the resldent was not
+ steady and only able to stabllize with staff
. assistance for moving from a seated to standing
- position, Further review revealed Resident #2239

: since admlsslon (3/23/18).

i

| Review of a facility Investigation dated 3/26/18

; revealed Resident #239 had a fall resulting In

i fracture at 5:00 AM and the Medical

: Directar/Attending Physicisn was notified at 7:30
; AM and 8:30AM with no response documented.

‘Review of a Physiclan'a Order dated 3/26/18 at

1449 (2:49PM) revealed a phone order received
. by the Attending Physiclan for, "x ray right femur,
; pelvia, palvis [sic], and right hlp r/t pain,"

' Review of a Radlology Report dated 3/26/18 at
8:02 PM revealad, ... acute fracture involving the

» fght subcapital hip... There Is a right subocapital

| fracture with slight displacement., "

|
| Review of a Nurse's Note dated 3/26/18 at 2100

and Mobillty, Heart Failure, Altered Mental Status,

trangfors, dressing, tolleting and personal hyglene |

t was at risk for falls and had a fall with major injury .

|
|
i
i
v

X4} ID .
ISRE};:,,( . (EACH DEFICIENCY MUST 8E PRECEDED RY FULL . PREFIX | (EACH CORRECTIVE ACTION SHOULD BEE :comrLer
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) i TAG ! CROSE-REFERENCED TO THE APPROPRIATE bate
f . DEFICIENCY)
S— . 1
; i :
F 680 Continuad From page 5 \ F §80
]

! What measure will be put

I Into place or what systematic
changes you will make to
ensure that the deficlent
practice does not recur; and

The facllity has implemented a
written “Protocol far notlfying
Physician and Famlly” when a
change In the resident’s
condltion or status occurs. -r
(See attachment “A”),

! Medical Records and QAPI i
i staff will conduct dally
audits to ensure

compllance, r

t

!

H

! .
i I

|
[

]

|

{ :
| 13
]

|

I

! |
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SUMMARY STATEMENT OF DEFICIENCIES

%4) 1D
@sRE)ﬂ)( (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
TaQ REGULATORY OR LSC IDENTIFYING INFORMATION)

10
PREFIX
TAG

{ PROVIDER'S PLAN OF CORRECTION
! (BACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED 7O THE APPROPRIATE
DEFICIENCY)

(28)
COMPLETI
DATH

F 680 Continued From page 6
‘1o MD, Qrder aobtalned to send resident to

" AMR ambufance service to transport..."

{ Medical racord review revealed Resident #239
| had a fall on 3/26/18 which resulted in a fracture

- (HARM). Further review reveated the resldent

| was sidmitted to the hospilal and recelved surgery
Ji on 3/28/18 to repair the fracture.

: Interview with the Medical Director/Attending

‘ Physician on 4/18/18 at 5:00 PM by telephone

-8l falls,

Interview with the DON on 4/18/18B at 5:45 PM In
: reported immadiately to the Medical

i revealad the survey team raviewed the above

| falled to notify the Medical Director/Attending
: Physiolan immediately for 1 fall for 12 residants
' (Rasident #239).

F 600, Free from Abuse and Neglect

s&a=@ | CFR{s): 483.12(a)(1)

. §483.12 Freedom from Abuse, Neglect, and
i Exploitation

The resident has the right to be free from abuss,
- neglect, mlsappropriation of resident property,
' and axploltation as defined in this subpart. This
i includes but is not limited to freedom from
| corporal punishment, Involuntary seciuston and
+ @any physical or chemical restraint not required to
! treat the resldent's madical symptoms.

- (6:00 PM) revealed, "...moblle xray resultes called |

' [hogpital named) ER for Eval. and Tx. as orderad.,

L}

ravealed he expected to be called immediately for

. the conference room canfirmed all falls should ba
- Dirgctor/Attending Physician. Continued Interview

 referenced fall and the DON confirmed the facility -

[
]

[ 580

How the corrective actlon(s)
will be monitored to ensure

! the deficlent practice will not
recur; l.e., what quality
assurance program will be
put into place.

The QAPI Committee will .

monltor the effectiveness :
i ofthe interventions :
: implemented and the

members include Administrator,

Assistant Administrator, DON,

DSD, QA Coordinator, MDS

Coordinator, Activity Manager,

Dietary Manager, Rehab

Manager, Sacial Services Director,

Plant & Maintenance Manager,

Medlcal Records Manager

and RN/CNT, Monitoring will

be conducted dally, weekly,

monthly or as ordered by the

Medial Director

F 600

FORM CMS-2687(02.99) Previous Vargions Obsolalg

Even( ID; 24XE 11
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM ARPROVE
CENTERS FOR MEDICARE & MED|GAID SERVICES OMB NO_0838-039
_STA'I'EMENT GF DerICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIFLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IGENTIFIGATION NUMBER: A BURDING COMPLRTED
445170 B. WING 04/18/2018
NAME OF FPROVIDER OR SUPPLIER STREST ADDRESS, CITY, STATE, ZIR COOR
§00 HICKORY HOLLOW TERRACE
GOOD SAMARITAN HEALTH AND REHAB CTENTER - ANTIOCH, TN 37013
SUMMARY STATEMENT OF DEFICIENCIES f 0 i PROVIDER'S PLAN OF CORRECTION 5
F(.),;'::_),JE( I (EACH DEFICIENCY MUST BE PRECEDED BY FULL ] PREFIX | (FACH C(?FERECTIVE 155:1_;_!321 :&%%é)n?fm com&guo»
TAG | REGULATORY OR LSG IDENTIFYING INFORMATION) TAG . CROSS-REFCREBJSS&ENCY)
; ) ;
: ' }
,.L%Wmntmued From page 7 F eooj What corrective actlon(s)
| §483.12(s) The facllity must- i i will be accomplishad for
: i hose r
| §483.12(a)(1) Not use verbal, mental, sexual, or | s """ef';“ :°:';" ©
| physicel abuse, corporal punishment, or i ave been affected by the
' Involuntary seclusion; , ; deflclent practice
i This REQUIREMENT I3 not met as evidenced } .
ib o i At 5am, 4/27/18, time
| § %a :p? f ! ’ ’
| S m eview, Nurse's Notes, i resident #239 was observed i
i Physician's Orders, review of facility investigation | - ataff |
i and interview, the faclity failed to provide goods ; on the floor; staff assessed her
: and services necessary to treat paln and provide | ; for ROM, vital signs, level of '
| prompt rmadical attention which resulted in a { : cansciousness and evaluated :
- fracture for 1 of 27 sampled residents (Resldent | ; for ble ifiury 2nd Balk
 #239) resulting In HARM (a situation In which the | Dur?:sih;e injury tF:h' ' :
! provide's noncompliance resulled h a nagative _ g the assessment the
_ outcome that had compromised tha resident's ii resident denled pain and
- ability to malntain and/or reach his/har hightest | ; did not express any signs or
' practical physical, mantal and psychosocial | g symptoms of pain,
t well-belng as defined by an accurate and - g_
. comprehenslive resldent assessment, plan of care , i . i ued :
. and provision of services). '- ; Staff continued to monltor !-
! | : and conduct neuro checks. |
| Medical record review revealed Resident #2395 | ; When the resident !
| was admitted to the facllity on 3/23/18 and i co lained of pain later i
: readmitted an 4/2/18 with diagnoses including 1 ; ) ::er‘p | Ft]h Physicl '
! Fracture of Unspecified Part of Neck of Right ! i In the morning the Physician !
! Femur, Other Reduced Mobility, Muscle g ©  was called and order received |
: Weakness, Other Abnormalities of Gait and i { for X-ray. X-ray results reveal |
i Mobillty, Heart Fallure, Altered Mental S:atus, i E right hip fracture. Physiclan :_
+ Diverticulosis of Small Intestine, Ischemic ! \ d . i
. . , er rec ]
| Cardiomyopathy, Chronic Qbstructive Pulmonary | 3 :’r N i re; elvedfto She“d res,llder_xt :
‘ Dissase, Adult Fallure to Thrive and Acute ! i o hospital for further evaluation ;
! Angle-Closure Glaucoma. ‘ and treatment. Amhulance j
: y ) . i called and arrived later in the |
‘ Medical record review of a Discharge Minimum i afternoon and transportec ,
| Data Set dated 3/26/18 revesled Resident #239 b resldent o hospital P i
: had a Brief Intarview for Mental Status score of i pital. -:
i 11, indicating moderate cognitive impairment; i i i
i required extensive assistance with bed mobility, . - i :
Evenl ID:24XE 11 Facilily 10! TN1Q09 If continuation shaal Pagae 8 of |
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__CENTERS FOR MEDICARE & MEDICAID SERVICES

oz3/1t

14/039

prant e F Os020"
FORMAFPROVE
OMB NO. 0938-03§

STATEMENT QF QEFICIENCILES

(X1) PROVIDER/SURELIERICLIA

(%2} MULTIPLE GONSTRUCTION

(M) DATE SURWVIEY

i pn the floor behind

'fracture al 5:00 AM

! Medical record review of a facliity investigation
| revealed on 3/26/18 at 5:00 AM Resident #239
| was found in a room across from her room, sitling

a couch. Continued review

| revealed at 6:30 AM the resident complained of
. pain to the right thigh.

Medical racord review of a statement dated
. 3/26/18 wrltten by Licensed Practical Nursie #8 !
- revealed "...[at] approximataly 7AM patient was In
. dining roem and complalned of pain to right leg -
- (upper) Lo the therapist when she tried to stand
- her up. Pain was reporied to this writer by the
, therapist. Endorsed tha c/o [complaint of] pain (o
! right leg to Incoming nursing supervisor to fiu
 (follow-up) {with] MD..."

| Medical record review of a statement dated
3/26/18 written by Physical Therapist #1 revealed

v Brought patlant to P.T. [physical therapy] gym

| to stand in parallel bars, Patient unable to

- sacondary {o paln. Patient then told therapist she -

. had fallan. Therapist took patient back to nurse

1 and told nurse of patient's pain..."

| Review of a facility investigation dated 3/26/18
i revealed Resident #239 had a fall resulting in

and the Medical

; Diractor/Altending Physician was notified at 7:30
| AM and B:30 AM with no response documented.

 transfers, dressing, tolleting and personal hygiene |
. and required total dependence for bathing.
“Continued review revealed the resident was not
{ staady and only able to stabllize with staff

. assistance. Further review revealed Resident

| #239 was at risk for falls and had a fall with major ;
' inJury since admission.

!

How will you identlfy other
residents having the
potential to be affected by
the same deflclent practice
and what corrective actlon
will be taken;

04/17/18 staff began reassessing
all residents at risk for pain,

All those identified as” high-risk”
for pain will be further evaluated
utllizing the root cause analysis.
Physlclan will be notified of pain
analysls results. Plan of care will
be updated hased on the
assessment findings.

4/17/18 an audit was conducted
of the fall incldents utllizing

“The Morse Code Fall Assessment”
for the period of February, March
and Aprll 2018.

Thaose Identitied as high-risk for
falls will be further evaluated
utllizing the” Roat Cause analysls”
to determine the Individual
intervention appropriate for each
resident and will be documented
on the Plan of Care.

i
1
:
L]
i
i
i
|
i
!
]
|
|
i
]
|
|
'
]
]
]
'
i
!
1
§

ANMD PLAN OF CORRECTION IGENTIFICATION NUMBER: A, BUILOING _ I s COMPLETED
445170 8. WING 04/18/2018
MNAME OF PROVIDER OR SUPPLIER STREET ADORESS. CITY, STATE, ZIF GCObE
M EALTH AND REHAS CENTER £00 HICKORY KOLLOW TERRACE
GOOD SAMARITAN HEA EHA ANTIOGH, TN 37013
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) iD ' PROVIDER'S PLAN OF CORRECTION T xm
PREFIX | (EAGH DEFICIENCY MUST BE PRECEDRD BY FULL PREFIX {CAGH CORRECTIVE ACTION SHOULD BE ; GOMPLETIO!
TAG . REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFEREgé:gg l\éﬁ gy}e APFROFRIATE | ORTE
F 600, Conlinved From page 8 F 600! '_

PORM CNIS-2687(02-89) Pravious Varsions Obsolate

Evant (0: 24XE 11

Facility (O: TN1909
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- PRINTEL: 05/02/201€
DEPARTMENT OF HEALTH AND HUMAN SERVICES FOEM ARPROVEL
__CENTERS FOR MEDICARE & MEDICAID SERVICES ; OMB NC. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) PATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING COMPLETED
445170 B, WING = 04/18/2018

STREET ADDRESS, CITY, 4TATE, ZIF CODR

NAME OF PROVIQER QR SUFPLIER
§00 HICKORY HOLLOW TERRACE

GOOD SAMARITAN HEALTH AND REHAR CENTER ANTIOCH, TN 37013
(X410 | SUMMARY STATEMENT OF DEFICIENCIES ' D PROVIDER'S PLAN OF CORRECTION : {25)
PREFIX ! (EACH DEFICIENCY MUST BE PRECEOED BY FULL | PREFIX (BAGH CORRECTIVE ACTION SHOULD BE ' COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) ™we CROSS-REFERENCED TO THE APPROPRIATE bATE
' ! | DEFICIENCY) |
i H 1 .
- | T _
F 600 | Continued From pagerQ | F600:  \hat measure will be put :
Review of a Physician's Order dated 3/26/18 al | ! Into place or what systematlc i
Il

1449 (2:49PM) revealad a phone order receivad
by the Attending Physician for, "x ray right famur,
pelvis, pelvis [sic), and right hip r/t paln.” ;

changes you will make to
i ensure that the deficlent
practica daes not recur; and

! Review of @ Radiology Report dated 3/26/18 at ;

£ 8:02 PM revealed, ...acute fracture involving the : ' i

right subcapital hip... There is a right subcapital | AhO‘API el COﬂSIStI: g of

fracture with slight displacement..." three (3) nurses has been :
: assigned to review all |

Review of a Nurse's Note dated 3/26/18 al 2100 i ' incident investigation
{9:00 PM) revealad, “...moblla xray resultes called | i reports to ensure accurac
i to MD. Order obtained to send rasldent to '_ | an% com Ietisc‘)n- includin Y
i [hospital named) ER for Eval. and Tx. as ordarad. : P s including
. AMR ambulance servioa to transport...” e updating the care plan.

| |

I[ Medical record review of the Medication !

. administration Report for March 2018 revealed |

' an ocdar dated 3/23(18 for pain to be assessed | B

| every shift. Continued review revealed a paln How the corrective action(s) wlit

evel of "...4, " documented on the evehing shift | be monitored to ensure the !

| of 3/26/18. Continued review revealad no [ . deficient practice will not |
| |
! i
|

1 f:lc;cume?tatioréoaﬁaln m?ﬂaﬁlemefctd N recur; l.e., what quallty assurance
interventions. Further review revealad Residan

| #239 was not providad with any pain Interventions | program will be put Into place

| or medications from the first complaint of pain !

'| (6:30 AM) until arrival at hospital (2305 or 11:06

i PM).

The QAPI Committee will
monitor the effectlveness i
of the Interventions
implemented and the
members Include
Administrator, Asslstant

|

' l

| Medical record review of a hospital Emergency
| Provider Repori revealed, "Initial Greet Date/Time | i

| 3/26/18 2243 [10:43PM]." !

]

Medlcal record review of a hoepital note dated |
. 3/27/18 reavealed Resident #239 was ;
| adminlsterad Morphine (opicid pain medication) 2 |
| milligrams on 3/26/18 at 11:0% PM for pain. 1
Further raview revealed 16 hours had passed

slnce Raesident #239 recalved treatment or pain
FORM CMS-2667 (02-99) Previous Varslans Qbgolola Evant 1D; 24XEH1 Facillly ID: TN1909
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PRINTED: 05/02/2018
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AFPPROVED
GCENTERS FOR MEDRICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X4) PROVIDER/SUPPLIER/CLIA (X2} MULTIFLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION [BENTIFICATION NUMBER: A. BUILOING - COMPLETED
445170 f. WING e 04/18/2018
NAME OF PROVIDER OR SUPPLIER ETREET AUDRESS, CITY, STATE, 2P CODE
500 HICKORY HOLLOW TERRACE
GOOR SAMARITAN HEALTH AND REHAR CENTER ANTIOCH, TN 37013
(X4) D SUMMARY STATEMENT OF DEFICIENGIES D i PROVIDER'S PLAN OF CORRECTION (%6)
PREFIX (BACH DEFIGIENCY MUST BE PREGEDED BY FULL . PREFIX (EAGH CORRECTIVE ACTION §HOULD BE ' COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) . TAG | CROSS-REFERENGED ;0 T\I;IE APPROPRIATE ,  DATE
| : DEFICIENCY) )

L | | Administrator, DON,

F 600, Continued From page 10 i F 500" DSD. QA Coordinator, MDS
_interveniions for a fracture which occurred-on i Coor’dinato‘r Activity l‘\nanager
’ ]

- 3/26/18 2t 5:00 AM. : Dietary Manager, Rehab

. Interview with the Director of Nursing (DON) on Manager, Social Services ;
. 4/18/18 at 8:30 AM in her office revealed she was . Diractor, MedIcal Records i
| mada aware of Resident #239's fall on the . ; Manager and RN/CNT. i
* morning It occurred, The DON said she was : :
| molified by the second shift nurse of the X-ray i Monitoring will be
| rasults, The DON confirmed the facliity failed to | conducted dally, weekly,
 implement measures to prevent an accident i monthly or as ordered by
i which resulted In & fracture for Resident #239 ; the Medlal Director.
; (HARM).
F 641! Acouracy of Assessments ; Fed1:
§5=p - CFR(s) 483.20(g) : :

What corrective actlon(s)

§483.20(q) Accuracy of Assessments. will be accomplished for |

The assessment must accurately reflect the . those resldents found to
i il ' have been affected by the
'ZS:IE REQUIREMENT I nat met 8 evidencad deficient practice,

 Based on medical record review and interview ]
i the facility failed to accurately assess the use of The Physician ordet, the

| insulin on tha Minimum Dala Set (MDS) for 1 of MAR and the diagnosls for
42 sampled resldents (Residant # 60) reviewad. | 3 resident #50 was reviewed

{ Findings Include; i to ensure insulin was given.

i Medlcal recard review revealed Resident #50 was | Staff reviewed the MDS -~

| admitted to the facllity on 11/9/17 with diagnoses : ' Section NO350 for resident

lincluding Cellulltis, Hypertansion, Osteamyelitis, - ! #50 on 2/12/18. The error .

" Seizures and Type 2 Diabetes Mellitus. : i on -ne :
: ! was corrected on 4/18/18 i

' Medical record review of a Quartarly MDS dated i by modIfying the proper

s_ 2/; 2/18 for Resident #50 revealed the rasidenl ! : code to reflect insulin given

" did not receiva any Insulin during the 7 day review '

i period. ‘. times seven (7) days.

: - W_ 1y
' : -' -0t ATTRCHMECT [~
| Interview with Resldent #50 on 4/16/18 at 11:27 | j (5’ A7 ) :

FORM CMS-2667(02-88) Pravious Versions Obaclaia Evenl |D;24XE11 Faclilly 10: TN1808 if continuation ghee! Page 11 of
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STREET ADDRESS, CITY, STATE, 2if CODE
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NAME OF PROVIDER OR SUPPLIER

GOOD SAMARITAN HEALTH AND REHAB CENTER ANTIOCH, TN 37013
— (X4) ID SUMMARY STATEMENT OF DEFICIENGIES . o i PROVIDER'S PLAN OF CORRECTION o
PREFIX (EAGH DEFICIENCGY MUST OC PRECEDED BY FULL . PREFIX | (BACH CORRECTIVE ACTION SHOULD BE © COMPLE
TAG REQULATORY OR LEC IDENTIFYING INFORMATION) CTAG CROSS-REFERENGED TO THE APPROPRIATE . DAT
' : DEFICIENCY)
F 800 - Continued From page 10 F 600:

- intérventions for a fracture which occurred on
- 3/26/18 at 5:00 AM.

| Interview with the Director of Nursing (DON)on | ; i
' 4/18/18 at 8:30 AM in her office revealed she wes | , i
: made aware of Residant #23¢'s fall on the : i
i morhing It occurred. The DON said she was " . 5
notified by the second shift nurse of the X-ray ; ’
" rasulls, The DON confirmed tha facllity failed to
' implement measures to prevent an accident
i which resulted in a fracture for Resident #2383

: (HARM).
F 641 ; Accuracy of Assessments F 641
- CFR(s): 483.20 :
ey (®) @ : How will you Identify other
§483.20(g) Accuracy of Assasaments resldents having the
The assessment must accurately reflect the , potentlal to be affected by
resident's status. . . .
This REQUIREMENT Is not met as evidenced . the same deflcient practice
C by ] and what corrective actlon

. Based on medical record review and interview . : will be taken;
' the facility failed to accurately assess the use of ; -
i Insulln on the Minimum Data Set (MDS) for 1 of . . 4/18/18 all residents with :

;42 sampled regidents (Resident # 50) reviewed. “ insulln orders were Identified

utilizing the “Order Listing

: Findings Include: : i
Report” from PCC,

: Medical record review ravealed Resident #50 was

| admi he facility on 11/9/17 with diagn : ! .
f inclulctitlig tgsflluii:;(.: Hipmdension. Ostecét?'\gya(l)igg.s ' ; During the scheduled Care
Saizures and Type 2 Diabetes Mellitus. : !_ Plan Conference (Quarterly,

; Annual or Slgnlficant Change),
' Madical recard raview of a Quartarly MDS dated ' MDS staff will again review all
2(12/18 for Beslden'l #50_ revealed the residenl. ! : current medicatlons to ensure
E S::Iﬂng receive any insulin during the 7 day review - | they are appropriately coded
: : in the MDS assessment.

intarviaw with Resident #50 on 4/16/18 at 11:27

FORM CMG:2667(02-99) Previcug Verglana Qbsalele Evanl ID: 24XE11 Faollty (D: TN1902 {f continuatlon sheat Page 11
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10
PREFIX
TAG

BLIMMARY STATEMENT OF DEFICIENGIES
(EACGH DEFICIENCY MUST BE PRECEDED BY FULL \
REGULATORY OR LSC 1I0ENTIFYING INFORMATION) s

(%4) 1D
PREFIX |

TAG
I

i PROVIDER'S PLAN OF CORRECTION

| (FACH CORRECTIVE ACTION SHOULD BE

; CROSS-REFERENCED TQ THE AFFPROPRIATE
: DEFICIENCY)

1X6)
compidy
DATE

F 600 . Continued From page 10
Interventions for a fracture which occurred on
- 3/26/18 at 5:00 AM.

E Interview with the Director of Nurging (DON)on
,4/18/18 at 8:30 AM In her office ravaaled she was
i made aware of Resident #239'e fall on the
! morning it occurred. The DON said she was -
" notified by the second shift nurge of the X-ray |
: results. The DON confirmed the facllity falled to
'implement measures to prevent an aceident '
i which resulted in & fracture for Resident #239 |
i (HARM).

F 641 : Accuracy of Assessrnents

g5=0 CFR(s) 483.20(g)

§483.20(g) Accuracy of Assessments.

The assessment must accurately refiect the
regldent's status. '
This REQUIREMENT is not met as evidenced |
by :
. Rased on meadical racord review and Interview

i tha facility failed to accurately assess the use of

s insulin on the Minimum Data Set (MDS) for 1 of

: 42 sampled residents (Resident # 50) raviewed.

Findings include:

1
i Medical record review revealed Resident #50 was !
| admitted to the facllily on 11/6/17 with dlagnoses

lincluding Cellulitis, Hypertension, Osteomyalitls,
- Seizures and Type 2 Diabstes Mellitus. :

| Madical record raeview of & Quartarly MDS dated

1 2712418 for Resident #50 revealed the resident

* did not receive any insulin during the 7 day review
1 pariod.

Interview with Resident #50 on 4/16/18 at 11:27

¥

F 600!

What measure will be put
into place or what systematic
changes you will make to
ensure that the deficlent
practice does not recur; and

The DON and the newly

formed QAPI team will review

all MDS Assessments prior to
transmisslon to ensure accuracy
and completeness of MDS codIng.

in-service training was given to
MDS staff regarding accuracy of
coding physiclans’ orders.

FORM MG 2667 (02-00) Pravioys Vengions Qbadlara Evant ID:24XE11
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F 655 | Baseline Cara Plan
§5=G | CFR(3): 483.21(a)(1)-(3)

_[ §483.21 Comprehensive Person-Centered Care
: Planning

| §483.21(a) Baseline Care Plans

§483.21(a)(1) Thae facilily must develop and

i implement a baseline care plan for each resident
i that inciudes the instructions needed to provide

| effective and person-centered care of the resident
; that meet professional standards of quality care.

! The baselina care plan must-

1 (i) Be developed within 48 haurs of a regldent's

| admlsston.

i (i) include the minimum healthcare information

| necessary to praperly care for a regident

i

|
|
|
|
|
i
|
J
|

|
1
|
'

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING - COMBLETED
= Ay B NG e 04/18/2018
NAME QF PRQVIOER OR SUPRPLIER STREET ADDRESS, GITY, ATATE, ZIF CAODE
800 HICKORY HOLLOW TERRACE
GOOD SAMARITAN HEALTH AND REHAB CENTER ANTIOGH, TN 37013
(Xdy 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX | (EACK CORRECTIVE ACTION SHOULD BE | COMPLETIO)
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) Y CROSS-REFERENCED TO THE APPROPRIATE  :  DATE
) DEEICIENCY) ;.
; How the corrective actlon(s) :
F 641 | Continued From page 11 F 641! wlll be monitored to ensure
: ]AM i?‘ har gozm stated she recsived insulin | the deficlent practice will not
njections cally. i rocur; L.e., what quality ;
i Medical recoed review of Physiclan's Orders . | a3stiance pIoEram wiil be
. dated 11/9/17 revealed an order for regular insulin [ put into place. i
! 8 units subcutaneously 3 timeas a day for Type 2 - E
' Diabatas. Continued review revealed an order :' The QAPI Committee will :
; dated 11/9/17 for Lantus (long acting insulin) ; monlt(?r the effc‘:ctiveness '
Hinsulin 20 Units subcutaneously at bedtime '! of the interventions
| related to Type 2 Diabetes. implemented and the
.! . : members include
! Madical recard review of the "Blood Sugar : .' Administ Ass]
| Administration Record" for February 2018 [ ministrator, Assistant
. ravealed Resldent #60 was administered regular | Administrator,
! and Lantus insulins as orderad from 2/1/18 - DON, DSD, QA Coordinator,
; 2/28/18. ' | MDS Coordinator, Activity
 Interview with Raegisterad Nurse #2 (MDS Manager, Dletary Manager,
Coordinator) on 4/18/18 at 9:40 AM In the Rehab Manager, Soclal Services
i canfarence room confirmed the facility falled to Director, (Vledical Records
: accurately assess Resident #50's use of lnsulin Manager and RN/CNT,
|
on the Quarterly MDS dated 2/12/18. J- - 8553 Monltoring will be conducted

daily, weekly, monthly or as
ordered by the Medlal Director

i
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NAME OF PROVIDER OR SUPPLIER
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Xy | SUMMARY STATEMENT OF DEFICIENCIGS
FREFIX | (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL

186 ! REGULATORY QR LSC IDENTIFYING INFORMATION)

i
i

1D ! FROVIDER'S PLAN OF CORREGTION {X5)
PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
™wa o CROSGS REFERENCED TO THE APPRDPRIATE DAlR
] DEFICIENCY) i

F 655 | Continued From page 12

{ Including, but not limited to-

' (A) Inltial goals based on admlssion orders.
| (B) Phyaician orders.
i (C) Dietary arders.

- (D) Therapy services.
i (E) Soclal services.

% (F) PASARR racommandatlon, if applicable.
| §483.21(n)(2) The facility may develop a

i corprehenslve care plan in place of the baseline
; care plan if the comprahensive care plan-

i (i) e developed within 48 hours of the resident's
: admissian,

; this saction).

| §483.21(a)(3) The facility must provide the

‘ ragident and their representative with a summary
: of the baseling care plan that Includes but is not
¢ limited to:

i () The Initlal goals of the resident.

: {il) A summary of the resident’s medications and
. dietary Instructions.

| (ill) Any sarvices and treatments to be

+ administered by the facility and personnal ecting
" an behalf of tha facility.

. of the comprehensive care plan, as necessary.

| This REQUIREMENT is not met as evidenced
 by: : )
| Based on facility polioy review, medical record

! revlew and intarview, Lhe facilily (alled to (dentify
! intervantions on a baseline Care Plan for 1 of 27
| samplad residents (Resident #239) reviewed

{ which resultad in a HARM (a sltuation In which

i the providar's noncompliance resulted in a

! negative outcoms thal had compromised the

| resident's ablllty to maintaln and/or ragch his/her

(i) Meets the requirements set forth in paragraph
(b) of this seaction (excepling paragraph (B)(2)(i) of

_f

: (iv) Any updated information based on the detalls

1

1
I

What corrective action(s)

F 865 wlil be accomplished for

those resldents found to
have been affected by the
deficlent practice.

A reassessment of Resident #239

was conducted and interventlons .
updated on the care plan 4/18/18 i
@6:20pm. Interventions Included

a “Sitter” In the room with resident
#239 @7:01pm, 4/17/18,

How wlill you Identify other
residents having the
potential to be affected by
the sama deficient practice
and what corrective action
wlll be taken;

The nurse wlill complete a

Baseline Care Plan on the

day of resident’ admisslon. ;

The care plan will include, but

not be limited to the

following: Initial goals based

on admission Orders, Physician

orders, Dletary Orders,

Thearapy services, Soclal

Services, PASARR

: recommendation, f

! If applicable, Risk,

! Benefits or Interventions
related to plan of care.

FORM CMS.2507(02-96) Pravious Veralons Obsolete Evant (D: 24XE11

Facllly ID: TN1208 If continualion sheet Page 13 of 2
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: ' : DEFICIENCY) :
| [ ' j
: ‘ I
F 655 Comtinued From page 13 ; F 655 !
. : 1
i hightest practical physiceal, mental and . 5 i
i shosocial well-being as by an ! .
| psychosocial well-being as defined by a What maasure wiil be put :

_accurate and comprahansiva resident : .
| assessment, plan of care and provision of r Inta place or what systematic
. services) for the facllity's failure to provide fall : changes you wlll make to
Linterventions to keep the Resldent safe after : ensure that the deficlent

' identlfication as ‘high' falls risk. practice doas not recur; and

Findings include:

A QAPI team consisting of

Review of facility policy “Baseline Care Plana" | three (3} nurses has been i
' datad 11/28/17 revealed "...To assure that the ! _ assigned to review all care -
resident's Inmediate care needs are met and ; ; plans within forty-eight (48)

maintalnad, a Saseline care plan wlill be

daveloped within torty-eight (48) hours of the !
- resident's admission...The baseline care plan will .
" be used untli the staff can canduct the

. comprehensive assessment and davelop an

' interdisciplinary person-centared care plan...”

hours of admission to ensure :
accuracy and completlons, j

(;'c‘f prnchmant "6")

| Medical record raview revealed Resident #239 i
- was admitted to the facility on 3/23/18 and [ , 1
| raadmitted on 4/2/18 with dlagnoses including : !_ |
| Fracture of Unspocified Part of Nack of Right | !
' Fernur, Mallucinations, Other Reduced Mobllity, ; I
Muscle Weakness, Other Abnormalities of Gait . {
i and Mobility, Heart Fallure, Alterad Mental Status, ' !
| Diverticulosis of Small Intestine, [schemic '
! Cardiomyopathy, Chronic Obstructive Pulmanary |
: Disegse, Adult Fallure to Thrive and Acute '
i Angle-Closure Glaucoma. ;

I

i Medical record review of a Digcharge Minimurm |
i Data Set dated 3/26/16 revealed Resideni #2389 i
| had a Brief interview for Mental Status score of : .
| 11, Indleating mild cognitive tmpairmant; required ! f ]
| extenslve assistance with bed mobility, transfars, | !'
! dressing, tolieting and personal hygiene and HER i
| raquired total depandence for bathing. Continued | i

FORM CMS-2587(02-00) Pravious Veraions Obsclate Evanl ID: 24XE1T Fachity 1D: TN1909 if continuatlon sheet Page 14 of |
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0 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTYION )
PREFIX | (EAGH DEPICIENCY MUST BE PRECEDED BY FULL ! PREFIX ! {EACH CORRECTIVE ACTION 8HOULD BE COMPLETION
TAG RECULATORY OR LSC IGENTIFYING INFORMATIQON) TAG I CROSS-REFERENCED TO THE ARPRORRIATE : DATE
‘ | : DEFICIENCY) a
\ . |
F 685 | Continued From page 14 . F885 = ) ’:
: i

l How the carrective action(s) will
he monitored to ensure the
deficlent practice will not
recur; 1.e., what quality assurance
program will be put Into place,

|
' review revealad the resident was not steady and | i
» only able to stabilize with staff assistance for i
- moving from a seatad to standing position. : 1
| Further review revealed Resident #239 was et i !
: risk for falls and had a fall with major injury since | {
| admisslon. | i
| Medical record review of a "Marse Fall Scale" (an | : The QAPI Committes wil {
! monitor the effectiveness i
| of the interventions i
Implemented and the :
. members include

Adminlistrator, Asslstant

; Administrator, DON, DSD,
' ' QA Coordinator, MDS
Coordinator, Actlvity
Manager, Dietary Manager,
Rehab Manager, Social
! Services Director, Medical
i Records Manager and
RN/CNT. Monitoring will be
| conducted dally, weekly,
: monthly or as ordered by !
| the Medial Director. "

| avidence basead tool used to provids a quick and ‘

i simple assessment of  patlent's likelihood of i

| falllng) dated 3/23/18 at 2349 (11:48 PM) l

| revealed Resident #239 had a score of 90 l

' (Scoring: Low Risk 0-24, Moderate Risk 26-44,

- Migh Rlsk 45 or higher) Indicating High Risk.
Continued review revealed the followlng risk
factors were documented:

1. Yas, the Resident has fallen before. (History)
' 2. Yes, lhe Resident has more than one diagnosls |
' on the chart. (Secondary Diagnosis)
: 3. Yes, the Rasident uses crutches, cane or
| walker. (Ambulatory Ald)
| 4. No, the Resident does not have an intravenous
| apparatus or heparin lock inserted. (IV or IV
| Access)
i 6. Resldent Is Impaired:
! 52, difflculty rising from chair, uses chair
' arms to get up, bounces o rise.
{ 8b. keeps head down when walking, watches
i the ground.
| 5c. grasps furniture, person or aid when
! ambulating. Cannot walk unassisted.
| 8. Yes, the Resident overestimates or forgets
| imits.
' RESULTS: High Risk for Falling
| SCORE: 90
1
- Medical record review of Resldent #238's : t
 Baseline Care Plan dated 3/23/18 revealed tha | i

FORM CMS-2667(02-00) Previoua Varelane Obgoleta Evani D: 24XE11 Pacility 10; TN1808 If conlinuatlon sheat Page 16 of
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SUMMARY STATEMENT OF DEFICIENCIES
(FACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

X0 |
PAREFIX '
TAG

1

10
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APFROPRIATE
DEFICIENGY)

; g‘w)
; COMPLETION
OATE

F 655 Continued From page 15
: facility had identified falls as a safety concern.

documented throughout Resident record
| regarding falls.

' Medical record review revealed Resident #239
' had a fall on 3/26/18 which resulted in a femur
 fracture (HARM). Further review revealed the

i resident was admitted to the hospltal on 3/26/18

' and recelved surgery on 3/28/18 1o repalr the
 right hip fracture.

. Interview with the Director of Nursing (DON) on
. a/18/18 @ 820 AM In her office revealed
Resident #2539 had besn Identifled as a high fall
- risk. Tha DON confirmed the facility falled to
- |dantify fall interventions on the Baseline Care
. Plan for Resident #238.
€ 689 : Free of Accident Hazards/Supervision/Oevices
5$eG | CFR(S): 483.25(0)(1)(2)

| §483.25(d) Accidents.
1 The faclllty must snsure that -

" as free of accident hazards as Is possible; and

- §483.25(d)(2)Each resident receives adequate
" supervislon and assistance devices to prevent

, accidents.

' This REQUIREMENT s not met as evidenced
| by:

| Based on medical record review, Physiclan's

' Qrders, Radiclogy Report, Nursa's Notes, facllity
. investigation and Interview, the facility failed to

- prevent an accidant which resulled in a fracture
for 1 of 27 sampled resldents (Rasident #239)

| resulting In a HARM.

" Eurther review revealed no identified Interventions '

. §483.25(d)(1) The resident anvironment remains !

i
!

1

F 66

51

i What carrectlve action(s)

} will be accomplished for
those resldents found to

r have been affected by the

deficient practice.

The facility assigned a “Sitter”
to be In the room with resident
#2394/17/18 @ 7:01pm.

and will continue to be In the
room until resident is stable.
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L
'

10
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION i e
(EACH CORRECTIVE ACTION 3HOULD BE ; COMPLETION
CROSH-REFERENCED TO THE APPROPRWTE | OATR
DEFICIENCY) _

F 655 Continued From page 15
; facility had Identifled falls as & safety concern. j
| Further review ravealad no |dentified interventions !

documanted throughout Resident record :
| regarding falls.

! Medical record review revealed Resident #239
' had a fall on 3/26/18 which resulted in a femur
. fracture (HARM). Further review revealed the
| rasident was admitted to the hospital on 3/26/18
' and recaived surgery on 3/28/18 to rapalr the

: right hip fracture. {

_Intarview with the Director of Nursing (DON) on
- 4/18/19 at 8;30 AM In her offica revealad
Resident #239 had baen idantified as a high fall
“risk. The DON confirmed the facillty failed to
" |dentify fall Interventions on the Baseline Care
 Plan for Resldant #238.
F 689 ! Free of Accldent Mazards/Supervision/Devices
sseG | GFR(s): 483.25(d)(1)(2)

! v
. §483.25(d) Accidents. !
1 The faciiity must ensure that -

. §483.26(d)(1) The resident anvironment remaing !
' a5 free of accident hazards as Is possible; and .

i §463,25(d)(2)Each resident receives adequata

" supervision and assistance devices to prevent

» acsldents.

| This REQUIREMENT Is not met as evidencad
Loy ) '
i Basad on madical record review, Physiclan's

' Orders, Radiology Report, Nurse's Notes, facllity
investigation and Intarview, the facility falledto
- prevent an accidant which resulted in a fracture
' for 1 of 27 sampled residents (Resident #239)
; resulting [n a8 HARM.

al

!
£ 655!

The family was Informed 4/17/18
@ 7:01pm. Resident’ care plan {
was updated accordingly 4/17/18.

The Medlcal DIrector was
Notified of the “Immediate
Jeopardy” citation 4/17/18

@ 8:pm
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STATEMENT OF DEFICIENCIES
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(%2) MULTIPLE CONSTRUCTION

(X3) DATE SURVEY

| steady and only able o stabilize with staff
. msslstance. Further review revealed Resldant
! #230 was at risk for falls and had a fall with major

! injury aince admission. |

| Medical record raviaw of a faclllty investigation |

i

1

Nurses and Supervisors will
monitor for effectiveness

and modlfy interventions when
necessary

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING ___ COMPLETED
446170 B WING 104/18/2018
NAME OF PROVIDER Of SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
ARITAN H REHAS CENTER BO0 HICKORY HOLLOW TERRACE
GQOD SAMARI EALTH AND 8 CENT ANTIOCH, TN 37013
(Xd) D SUMMARY STATEMENT OF DEFICIENCIES [ D PROVIDER'S PLAN OF CORRECTION i 51
PREFIX (EAGH DEFICIENCY MUST BE PRECEDEQ BY FULL PREMX | (EACH C‘ORRECTIUEI\CTIIDN SHOULD mE | COMPL!’iTOON
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRIATE . DATR
; | : DEFICIENCY) '.
] ¢ . .
' ’ How will yaii Identify other |
| :
F 689 i Clzont.lnuad From'page 16 |l F 6895 residents having the 1
| Findings Include: ! i potential to be affected by
: 1
E Review of facllity policy "Fall Prevention and | the same deficient practice !
| Investigation” dated 11/28/16 revealed .. Based | and what corrective action t
i on previous avaluations and current data, the | i will be taken; |
. staff will [dentify Interventions related to the i Ar it Conducted ¢ i 5
| reeldlent’s spacfic risks and causes to try to | i n audit was conducted of the |
| prevent the resident from falling and to try to | : fall incidents for the period of g
; minimize complications from falling. The staff, | ; February, March and April 2018. |
i 9 s Aoy Fa e | | Twenty-s residants were |
: ! I ] - :
! rigk of falls...” 3 i identlfied as high-risk for falls. 's
! { . _ '
' Medical racord raview revealed Resident #239 | i The Morse Cade Fall Assessment
‘was admitted to the facillty on 3/23/18 and | ; was completed on all residents.
! rmadmitted on 4/2/18 with diagnoses Including ! : S
! ?’ EClUFGOC:;Uﬂ;P?'ﬂBg Sag"f])tf N&‘J';glf Right | : In-service training was given
L Pemur, ar haduca 4] Yy, iU [=] ) din !
- Weakness, Other Abnormalities of Galt and | i tothanursing 5"*‘”,,'“33‘; s g |
| Mobility, Heart Failure, Altered Mental Status, . Safety Awareness’, and 2 -_
' Diverticulosis of Small Intestine, lschemic ! j Monitoring” beginning 4/17/18 ]
; Cardlomyopathy, Chronic Obstructive Pulmonary | ' and will be on going to ensure i
: E‘I‘seigsgi oAaﬁl:;l gﬂt‘gg r:,?:hﬂ"e and Acute l all staff that were not present i
tANg ' : at the first training sesslon ;
| Medical record review of a Discharge Mintmum j receive the tralning prior to !
i Data Set dated 3/26/18 revealed Resldent #2368 | ' beginning thelr shift. Staff !
1had & Brief Interview for Mental Status score of will document the t
i 11, indicating moderate cognitive impairment; : i ds on the !
| required extenslve aseistance with bad mobiiity, : monitaring HOUROE " |
' transfers, dressing, tolleting and personal hygiena : “Monitoring Form/Sheet”. g
i and required total dependence for bathing. . (In-Services Training Sheats i
: Gontinuad review revealad the resldgnt was not I Attached)(a sec Arricuaay 'H 8 1‘9
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F 689 | Continued From page 16
Findings include:

| Raview of facility pollcy “Fall Prevention and

| Investigation” dated 11/28/16 ravealed ".. Based
' on previous evaluations and currant data, the
 staff will identify interventions related to the

" resldent's specific risks and causes to try t0

' prevent the resident from falling and to try to

| minimize complications from falling. The staff,
1 with the input of the Attending Physician, will

: Identify appropriate Interventions to reduce the
; risk of falle..."

“Medlcal regord review revealed Resicent #2389
: was admittad to the facllity on 3/23/18 and

| readmitted on 4/2/18 with diagnoses including
| Fracture of Unspecified Part of Neck of Right

| Fernur, Other Reduced Mability, Muscle

- Weakness, Other Abnormalities of Gait and

i Mobility, Meart Fallure, Altered Mental Status,
| Divertioulosls of Small Intesting, lachemic

| Cardiomyopathy, Chronic Obstructive Pulmonary
' Diseasge, Adult Failure to Thrive and Acuta

| Angle-Closure Glaucoma.

1

| Madical record review of a Discharge Minimum

| Data Set dated 3/26/18 revealed Resident #239
' had a Brief Interview for Mental Status score of
: 11, indicating moderate cogritive impairment,

| raquired extensive assistance with bed mobility,

i and raquired total dependence for hathing.
i Continuad review revealed the resldent was not
| ateady and only ablé to stabilize with staff

" assistance. Further review revealad Resident
| Injury since admission.

i Madical record raview of a facllity investigation

transtars, dressing, toileling and persansl hyglene

|
|
|
;
|
i

|
|

| #2390 was at risk for falls and had a fall with major |

|

What measure will be put

f into place or what systematic
changes you wilt make to

| ensure that the deflcient

i practice does not recur; and

In additlon to Nurses and CNTs
conducting dally routine
mariitoring on the resldents
identified as “high-risk” fall

falls, supervisory monltoring

t will be made by Management

' Staff Q2hrs to ensure the

. Environment remains as free

i ofaccident hazards as is possible,
. Management staff monltoring

. assignments are as follows.

! Hallway - 100 - Medical Records
Mgr.

! Hallway — 200- MDS Coordinator
Hallway — 300- Dietary Mgr.

i Hallway - 400-Comm. Rel. Mgr.

Hallway — 500- Rehalb & Dietary Mgr.

Hallway — 600- QA Coordlnator

FORM CM5-2607(0R-98) Pravitus \aralona QObsaolala Evant 10 24XE 11
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F 886 | Continued From page 17 . FBeg! !
' !
' revesled on 3/26/18 al 5:00 AM Resldent #239 H I~ i
‘wasg found In & room acroas from har room, sitting | : How the correctlve action(s) i
i on the flogr behind & coueh. Cantinuad raview : . wlll be monitored to ensure '
! revealed at 6:30 AM the regident complained ot ' the deficient practice will not

! pain ta the right thign. recur; .e., what quallty

assurance program will be

| Review of @ facility investigation dated 3/26/18
put Into place.

: ravealed Resident #2339 had a fall resulting In
| fracture at 5:00 AM and the Medlcal
: Director/Attending Physiclan was notifled at 7:30

ittee will
; AM &nd 8:30AM with no responsae documantead. The QAP Comm

' monitor the effectiveness

' Review of @ Phygician's Order dated 3/26/18 at | ' of the interventions
| 1449 (2:49PM) revealsd a phone order received | . implemented and the i
! by the Attending Physician for, "x ray right femur, . members Include :
:r pelvis, peivis [sle], 2nd right hip r/t psin. | Administrator, Assistant
' Review of 3 Radiology Report dated 3/26/18 at | i Administrator, DON, DSD, ;
i 8:02 PM revezled, "...acute fracture involving the - ) QA Coordinator, MDS '
i right subcapital hip... Thers is a right subcapltal : Coordinator, Activity :
fracturu with slight dlsplacement ! Manager, Dietary Manager, =
;- Review of 2 Nurse's Note dated 3/26/18 412100 | : Rehab Manager, Social i
, (2:00 PM) ravesalad, "...mobile xray rasultes called I : Services Director, Plant & ;
| :gol\élgia?;%ﬁ:g]t?él&a‘%:oez:?da;e:[ﬁf na:;oordered E | Malienanceriisnages, :
! : ’ - ; MedIical Records Manager I
i AMR ambulanc to tranaport..." ! :
i ESenEs fo pa I ‘ and RN/CNT. Monitoring will 1’
* Intarview wilh the Director of Nursing (DON) on be conducted dally, weekly, !
|

i monthly or as ordered by
i the Medial Director.

} 4/18/18 at 8:30 AM In her office revealed she was |
! made awars of Resldent #235'a fall on the !
‘ morning It occurrad. The DON sald she was i
: notified by the second shift nurse of the X-ray !
| resuits. The DON confirmed the facillty failed to !
' Implernant measures to prevent an accident i

!

| which resulted In a fracture for Realdant #238
i (HARMY).
Fag7 ‘ Pain Management

F 697.
{
2 k)
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F 697 | Continued From page 18 i F697 What corrective actlon(s)
$6:=G ; CFR(s): 483.25(k) ] wlll be accomplished for
: : those resldents found to :
H 1
: §483.25(k) Pain Management. . have been affected by the :
i The facility must ensure that pain management is |
! deflcient practice. :

| provided to residents who require such services,
| consistent with professianal standards of practice, |

! the comprehensive person-centered care plan, | The Care Plan far
1 and the residents' goals and preferences. t resident #239

! This REQUIREMENT (g not mat as evidanced has been reviewed
! t

by: and updated to

| Based on medical record review and Interview, | i
! 1 evaluate and Identify

! circumstances when
pain can be anticlpated,

' tha facility failed to provide pain management
: post-fall with a fracture (HARM) after verbal
“complalnts of pain for 1 of 27 sampled resldents |
! (Rasident #239) reviawed. i

. Findings Include: : i How will you Identify other
| ! i resldents having the

I

i Medical record review revealed Resident #2329 ! | potential to be affected by 'I
i was admitted to the facliily on 3/23/18 and i : ; '
| readmitted on 4/2/18 with dlagnoses including ' | thzsare deficientipractice
! Fracture of Unspecified Part of Neck of Right | and what corrective actlon
! will be taken;
I

Femur, Other Reducad Mobility, Muscle i
Weakness, Other Abnormalities of Gait and 5
Mobility, Heart Fallure, Altered Mental Status, ,‘ 04/17/18 staff began |

Divertlculosis of Small Intasting, lschamic J

Cardiomyopathy, Chronic Obstructive Pulmonary | | i reassessing all residents

Disease. Adult Failure to Thrive and Acute - ! at rlsk for pain, All those

Angle-Closure Glaucoma. ; i identifled as” high-risk” !
i for paln will be further

evaluated utllizing the

root cause analysis.

{ Medical record review of a Discharge Minimum :
I Data Set dated 3/26/18 revealed Resident #2395 |

had a Brief Interview for Mental Status scora of 1' ]
; 11, indicating moderate cognitive impairment. Plan of care will be !

Contlnued review revealad the resident had vocal ! based on the
i complaints of pain during the assessment review ! ! assessment.

pariod. Further review revealed Resident #239 |
! had a fall with major injury since admission,

|
E
i ! _'

|
FORM CMS-2967(02.09) Previpus Verslons Obsolala Event (D: 24XE11 Faclilly 1D: TN1608 If continuailon shest Page 19 of 2¢
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In-service training was given

F 697 i Continued From page 19  FB97°  top the nursing staff beglnning
: Medical record review of facllity investigation ! " p4/17/18 regarding “Pain
: dated 3/26/18 revealed at 5:00 AM Resldent #239 . Management”; Including
i was found sitling on the flaor behind & couch ina | ! recognizing when the resident

! room across the hall from her room. Continued

! review reveated at 6:30 AM the resident -, is experlencing pain and

| complained of paln to the right thigh to the , i identifying circumstances .
. Physlcal Therapist (PT). ! when pain can be o
i . : _ i anticipated. (In-service o
| Medical record review of a statement dated -_ . Training Sheets attached). = L 4

| 3/26/18 written by Physical Therapist #1 revealed
' v Brought patient to P, T, [physical therapy] gym j

i o stand In paralle! bars. Patient unable to i In-services will be on goling to f

! secondary to pain. Patient then told theraplst she : ensure all staff that were not "
lhad fallan, TI'IefﬂpiSt tOUk paﬂeﬂt baCk to nurse v : present at the ﬁrst training .
-and told nurse of patient's pain..." sesslon receive the tralning f

' Madicat record review af a statement dated prior to beginning thelr shift.

. 3/2@/18 wrilten by Licensed Practical Nurse #6
. revealad "...[at) approximately 7AM patient was in
' dining room and complained of pain to right leg

* (uppar) to the theraplst when she tried to stand What measure will be put

{ her up. Pain was reported to this writer by the " Into place or what systematic
| therapist. Endorsed ihe clo [complaint of] painto i changes you will make to
| right leg to Incoming nursing supervisor to f/u : : ensure that the deflcient

; [foliow-up] [with] MD... ' : practice does not recur; and

' Review of a facility investigation dated 3/26/18

| revealed Resident #239 had a fall resulting in : The Management Staff !
‘ fracture at 5:00 AM and tha Medical : conducting da"v SUpEWiSOW :
 Director/Attending Physician was notified at 7:30 : monitoring wlll utilize the

: AM and 8:30 AM with no response documented, !
P ! i "IDT Daily Rounds Report

, Review of a Physician's Order dated 3/26/18 at i Sheet” to document the

' 1449 (2:49PM) revealed a phone order received ! findIngs. Questions #5 &

- by the Attending Physician for, "x ray right femur, - : #6 on the form relates to Pain.
pelvis, pelvls [sic], and right hip r/t paln.” : | (See Attachment “B")

 Review of a Radiology Report dated 3/26/18 at
i 8:02 PM revesled, "...acute fracture involving the

FORM GMS-2607(02-08) Pravious Vartlens Obeclate Bvent (D: 24XE11 Facllity ID: TN1804 If continuation ateel Page 20 of 2t

1




05/07/2018 MON 16:53 FAX

05/02/201% WED 16319

FAX 6157417051 TDOH HCT

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MERICARE & MEDICAID SERVICES

o3e/111

L@025/039
PRINITEL 050272018

FORM APPROVEL

OMB NO. 0938-0391

| PI).
1

' 3/26/18 2243 [10:43PM)."

!

| right subcapltal hip... There is a right subcapital
[ fracture with slight displacement._."

.} Review of a Nurse's Note dated 3/26/18 at 2100 !
(9:00 PM) revealed, "...moblie xray resultes called '
! to MD. Order obtained to send rasident to :
| [hospltal named] ER for Eval. and Tx. as ordered.
. AMR ambulance service Lo transport...”

! Medical racord review of the Medication

| Administration Report for March 2016 revealed

" an arder datad 3/23/18 for paln to be assessed

1 every shift. Continued review revealed a pain

" level of "...4..." documented on the evening shift

" of 3/26/18. Continuad raview revealed no

' documentation of pain management

. intarventions. Further review revealed Resldent

| #239 was not provided with any pain Interventions
. or medications from the flrst complaint of paln

| (6:30 AM) untll arrival at hospital (2305 or 11:08

; Medical record raview of a hospital Emergency
| Provider Report revaaled, “Initlal Greet Date/Time ,

' Medical recard review of a hospital note dated
: 3/27/18 revealed Residant #239 was
 adminlstered Morphine (oplold paln medication) 2 .
' milligrams on 3/26/18 at 11:08 PM for pain.

! Intarviaw with the Director of Nursing (DON) on

. 4/18/18 at 8:30 AM in her office revealed she was
| made aware of Resldent #239's fall on morning it :
. occurred. The DON sald she was also notified of |
! the resldent's comptaint of pain. The DON
| conflirmed the facillty failed to provide paln
I management after verbal complaints of paln after |
;@ fall which resulled fracture for Resident #239.

¥ 897:

Hallway-100- Medical Records
Mgr.

Hallway-200-MDS$ Coordinator
Hallway-300-Dietary Mgr.

Hallway-400-Comm. Relatlons Mgr.
Hallway-500-Rehab & Dletary Mgr.

Hallway-600-QA Coordinator

will be monitored to ensure

' the deficlent practice will not

racur; i.e., what quality

! assurance program wlii be

: put Inta place.
The QAPI Commlttee will
monitor the effectiveness
of the Interventions
implemented and the
Include
Administrator, Assistant
Adminlistrator, '

: DON, DSD, QA Ceoordinator,

MDS Coordinator, Activity

; Manager, Dietary Manager,
Rehab Manager, Soclal
Services Director, Plant &
Maintenance Manager,
Medical Records Manager
and RN/CNT. Monitoring
will be conducted daily,

: weekly, monthly or as

' ordered by the Medial
Director,

STATEMENT QF DEFICIENCIES (X1) PROVIDER/SLUPRPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AMOD PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
445170 & WING . 04/18/2018
“"NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY STATE, 2IF GOOK
ARITAN T ND REHAB CENTER §00 HICKORY HOLLOW TERRACGE
GQOD SAMARI HEALTH A ANTIOGH, TN 37012
(X0 SUMMARY STATEMENT OF DEFICIENCIGS In ! PROVIDER'S FLAN OF CORREGTION (=8}
PREFIX ° (EACH DEFICIENCY MUST BE PRECGDED BY FULL PREFIX ! (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG - REGULATORY QR LEC IDENTIFYING INFORMATION) TAG : CROSS-REFERENCED TO THE APPROPRIATIEE DATE
1 DEFICIENCY)
: ' Management staff monitoring ‘
F 697 : Continued From page 20 asslghments are as follows. ]

|
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F 697 : Continued From page 21 i F 697 '; 1
1 1 k I
' Refer to F-580, F-855, and F-689 : :
F 758 | Free from Unnec Psychotropit Meds/PRN Use F 768"
-0 | CFR(s): 483.45(c)(3 N5 . : i
i | = Se)e)1)-(3) : What corrective action(s)
: §483.45(e) Psychotroplc Drugs. ; will be accomplished for
| §483.45(c)(3) A psychotroplc drug Is any drug that; ; those residents found to
| affects brain activities assoclated with mental ‘i ; have been affected by the __
| processes and behavior. These drugs Include, | i :
E but are not limitad to, drugs in the following : ‘ deflclent practice |
: catagories: : : :
0] Anti-psychotic; ! 4/17/18 the Medical Director :
- (i) 5nt17de¢|°_assant; : reviewed the medications of :
; {:”3 ;”“’r‘:’"r;ewi and - resident #239 and discontinued
ligha) Ewpnet | the psychotropic medication.
' Based on a comprehensive assessment of a :
' resident, the facllity must ensure that--- : 4/18/18 The Psyche NP
§483.45(e)(1) Re idante who have not used | evaluated and reviewed fhe
i X 8 s who ha u '. . .
| psychotrople drugs are not glven these drugs : ; medications of resident %239 :
uniess the medication is necessary (o treat a . and recommended not to |
, speclfic condition as diagnosed and documented ¢ rasume PRN order, The {
iL in the clinical récord; i record has been updated i
'. . I the 14-day limitation :
‘: §483.45(¢)(2) Resldents who usa psychotropic 5. to‘meet e 14-day B !
| drugs recelve gradual dose reductions, and i rule. g
 behavioral interventions, unless clintcally / :
- contraindicated, in an effort to discontinue these 4/18/18 The PRN psychotropic !
: drugs; : medication for resident #238 ,r
| $483.45(e)(3) Residents do not receive was reviewed by the P|CP. |
' psychotroplc drugs pursuant o & PRN order A new order was recelved ',
‘ unless that medication 1s necessary to treat a documenting the daily dose, i
i dingnosed specific condition that is documented frequency of administration
I the clinical record; and and duration of use for the !
t . N .
 §453.45(e)(4) PRN orders for peychotropic drugs : psychotroplc medication. :
: ! : !
FORM CMS-2667(02-90) Pravious Vatalons Qobrolole Evanl ID: 24XE7 Facllily ID: TN1G0D it continuation sheel Page 22 of
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F 758 | Continued From page 22 . F7s8! !

+ are fimited to 14 days. Except 8s provided in : 1_
- §483.46(€)(5), it the attending physlcian or ;
1 prescribing practitioner belleves that it is ' : :
i appropriate for the PRN ordar to be extendad - { ' i

. { peyand 14 days, he or she should document their : ©  How will you Identify other
' rationale in the resident's madical recard and ' . resldents having the i
Indicate the duration for the PRN order. f . petentlal to be affected by :

i the same deficlent practice ;
and what corrective actlon :

; drugs are limited to 14 days and cannot be
wlli be taken;

’, renewed uniess the attending physiclan of :
: prescribing practitioner evaluates tha resident for i
 the appropriateness of that medication. i The Psyche NP re-evaluated

ETI'nls REQUIREMENT I8 not mat as evidenced all resldents receiving PRN

| §483.45(e)(5) PRN orders far anti-psychotic l

- by ;

| Based on medical record review and interview, . psychotroplc medicatlons o

 the facility tailed to ensure as needead (FRN) ' . determine If the order should
psychotrople madications had & 14 day limltation . be extended beyond 14-days.

- or prescriber documentation with medical i |
rationale for continuation for 2 of 7 sampled :

fasidents (Resident #238 and Resldant #239) Those identlfled as needing

! raviewed. { | the PRN order extanded |

{ o | | beyond 14-days, the
: Findings include: prescribing Practitioner

“ Madical record review revealed Resldent #238 | documented'the ratianale. i
' was admittad to the facility on 3/26/18 with | ' The resident’s chart was
diagnoses including Right Foot Pathological | . updated to reflect same.
| Fracture, Anxlety Disorder, M&jor Depressive ;
Disorder, Dementia without Behavioral )
. Disturbance, Chranic Obatructive Pulmonary { :
Disease and Macular Degeneration. | !
i
|

| Medical racord review of a Physiclan's Order
' dated 3/26/18 revealed Clonazepam (antianxiaty) | ] ‘
' 1 mg (rnilligram) every 12 hours as needed for | : :
; agitetion. Continued revlew revealed no stop i i )
: date. 3 ’ |

_— A
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i are fimited to 14 days. Exceptas provided In

- §483.45(e)(5), it the attending physiclan of

, prescribing practitloner believes that Itis

i apprapriate for the PRN order to be extended
. i beyond 14

| rationale in

findlcate the

the ragident's madical record and
duration for the PRN order

: §483.45(a)(5) PRN ordersa for antl-psychotic
 drugs are limited to 14 days and cannot be

. renewed uniess the attending physician or

i prescribing practitionar evaluates the resident for
: the appropriateness of that madication.

' This REQUIREMENT Is not met &s gvidenced

. by

- Based on medical record review and interview,

‘ the faclilty tailad to ensure as needed (PRN)
psychotrople madications had a 14 day limitation

' or prescriber documentation with medical

 rationale for continuation for 2 of 7 samplad
rasidants (Residant #2368 and Resident #239)

| raviawed.

1

i Findings Include:

* Medical racord review revealed Resident #238
' was admitted Lo the facility on 3/26/18 with
_diagnoges including Right Foot pathological

' Fracture, Anxlety Disorder, Major Deprassive
‘Disorder, Dementia without Bahavloral

| Diglurbance, Chronic Obatructive Puimonary

. Disease and Macular Degeneration.

| Medical record review of & Physician's Order

1 mg (milligram) every 12 hours as needead for
} agltation. Continued review revealed no stop
i clate.

| datad 3/26/16 revealad Clonazepam (antlanxiety)

days, he or she should docurment thelr .

L
[
1
|
}

What measure wlll be put
into place or what systematic
; changes you will make to

' ensure that the deficlent
practice does not recur; and

All newly admitted residents
With psychotroplc medications
Wil be assessed by the
Community Relation Staff,
Admitting Nurse and DT
members during the Initial

i Care Plan Conference.

j Referrals will be made to the
appropriate Practitioner, e.g.
PCP, Psyche NP and/or
Pharmacy Consultant to ensure
The 14-ay evaluation Is being
enforced according to regulation.

During the weekly Drug Regime
Committee Meeting, 14-day rule
for PRN medications will be
discussed to ensure compliance.

i(S'EG A rrorcHMENT NI ")

!

i

!
'l
o
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(%4) ID , SUMMARY STATEMENT OF DEFICIENGIES 0 i PROVIOER'S PLAN QF CORRECTION ) ;
CREFIA (EACH DEFICIENGY MUST BE PRECKEDED BY FULL PREFX (BACH CORRECTIVE ACTION SHOULM BE | GOMPLETION
180G | REGULATORY OR LBC IDENTIFYING INFORMATION) TAG | CROSE-REFERENCED TO THE APPROPRIATE | DATC
: ; DEFICIENCY) !
Y
] ¥
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§483,60 Food and nutrition services. i
- The facllity must provide sech resident with a :
| nourishing, palatable, well-balanced diet that
| masts his or her daily nutritional and special
i dietary needs, taking into considaration the

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SURPLIERCLIA (X2) MULTIPLE CONSTRUCTION | (x%) BATE SURVEY
AMD PLAN QF COQRRECTION IDENTIFICATION NUMBER: A, DUILDING COMPLETED
445170 B. WING — 04/18(2018
T NAME OF PROVIDER CR SUPPLIER. STREET ADDRESS, GITY, STATE, 21P CODE
GOOD SAMARITAN HEALTH AND REHAB CENTER 500 HICKORY HOLLOW TERRAGE
ANTIOCH, TN 37013
(%4} 1D | SUMMARY &TATEMENT OF DEFICIENCIES o] o PROVIDER'S PLAN OF CORRECTION T e
PREFIX (EAGH DEFICIENCY MUST aE PRECEDED BY FULL PPREFIX (EAGH CORRECTIVE AGTION SMOULD BE . GOMPLATION
TAG ¢ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-MEFERENCED TO THE APPROPRIATE oate
J DEPICIENCY) ‘
= \l ; ; o
F 7583 Continugd From page 23 _ F 758 A
! Medlcal record raview of March 2018 - Aprit 2018 . he correct] | " '
Medication Administration Record (MAR) ;  Howthe corrective actlon(s) W
| revealed the resident was administered the - be monlitored to ensure the
‘. medlcation on the fellowing dates; 3/27/18, i © deficlent practice wlll not
T S e s e~
: \ icea), roug A ; nto place.
412118 through 4/15/18 and 4/17118. ,  BroseT will be put Into place
 Medical record raview revealed Resldent #238 | | The QAPI Committee Wil :
' was admitted to the facfity on 3/23/18 and 1 : monltor the effectiveness i
 readmitted on 4/2/18 with diagnoses including : of the Interventions t
' Fracture of Unspecified part of Neck of Right ! imolemented and the
- Femur, Halluclnations and Altered Mental Status. i '- mp .
: ; i members include Adminlstrator,
' Medlcal racord review of a Physlcian's Order : : Assistant Adminlstrator,
| dated 4/2/18 revealed Zyprexa (antipsychotic) 2.5 ' : DON, DSD, QA CoordInator,
mg every 24 hours @3 needed for agitation, i ‘ ;
. Continued raview revealed nQ stap dats, : i MDS Coordinator, Activity
i | ! Manager, Dietary Manager,
Medical recard review of the April 2018 MAR -' i Rehab Manager, Social
, revealed the resident was administered the ! : Services Director, Medlcal _
: 2??:?1?&01‘2% I?gowing dates: 4/3/18, 4/5/18, i 1 Records Manager and |
5 g . _ | RN/CNT. Monitoring will be '-
' Interview with the Director of Nursing on 4/18/18 i_ conducted daily, weekly,
rat 6:10 PMin the conference room confirmed the | [ monthly or as ardered by |
i Tacility fallad to ensure PRN psychotroplc ' { the Medial Director. :
\ medication had a 14 day limltation or documented : i
| ratlonale for continuation for Reslident #238 and | i
| Regident #239. i \
F 800 | Provided Diet Meets Needs of Each Resident |  F800 .

i

| ' '.
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i preferences of each regident.

' This REQUIREMENT is not mat as evidenced
i by

| Based on facility policy review, observation and
i Interview the facility falled to sarve miik and

| proteln shakes at the sppropriata
i consumption for 87 residents.

; Findings Includa;

! Raview of facllity policy "Food Temperature and

| Preparation Service" ravised 11/28/17 revealed

tv The danger zone for food temperaturs is

. pelween 41 F [Fahrenhelt] end 135 F

_ [Fahrenhait], This temperatura rangs promotes

 the rapid growth of pathogenic microorganisms
(hat cause foodborne liness. Potentiaily

g hazardous foods Include maats, poultry,

| cut melon, eggs, milk, yogurt, and cotlage

| cheese.."

. Observation on 4/16/18 at 12:38 PM In the dietary
| departrment revealad milk and proteln shakes

' (which contalned milk products) were individuslly
i wrapped in plastic glasses placed on metal trays

: on racks during plating of the foed. Continued

- obsgervation revealad the milk temperature was

' 42 degrees Fahrenhelt and the protein shakas

! were 44 degrees fahrenheit. These tamperatures
{ wera not within the safe range for consumption or

i distribution.

| Interview with the Food Service Suparviser on

| 4/16/18 at 12:40 PM In the dietary department
i confirmed that the milk and proteln shake were
E not within the appropriate and safe range for

: consumption.

|
. Interview Food Service Supervisor on 4/18/18 at

tempernatura for |

seafood, !

i

{
t

1
|

STATEMENT QF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA [%2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
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' |
445170 B. WING - | 0411812018
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500 HICKORY HOLLOW TERRACE |
R H AND B CEN
GOOD SAMARITAN HEALT AND REMABR CENTER ANTIOCH, TN 47013 |
(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES o ‘ PROVIDER'S PLAN DF GORRECTION o e
PAEFX | (EAGH DEFICIENCY MUBT BE PRECECGD BY FULL PREFIX (EACH CORRECTIVE ACTION SHOLLD 8E { : COMPLUTION
The REGULATORY OR LSC IDENTIFYING INFORMATION) . ' TAG CRQSSvREFEREggED 'EO;HE APPROPRIATE DATE
. FIGIENCY) H !
{ ) I i
! L} I B :
F 800! Continued From page 24 What corrective action(s) !

F800: .
'i will be accomplished for

those resldents found to

have been affected by the "

deficlent practice

All milk and shakes sitting
at tray line was discarded
and replaced with cold milk
and shakes retrieved from |
the refrigerator at !
appropriate temperature.

How will you Identlfy other
resldents having the
potential to be affected by
the same deflcient practice
z and what cotrective action
i will be taken;

Mk and Shakes will remain

in the fraezer until thirty (30)
minutes prior to service. Milk
and shakes will be placed on

’ ice Immediately after retrieval
' from freezer. Temperature

) will be checked before, during,
: and after tray line service,
Temps will be maintained
Below 40 degrees.

: (secc  Armaedmers "Id’D
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PREFIX (EACH DEFICIENCY MUET BE PRECEDED Ay FULL ' PREFIX (EACH CORRECTIVE ACTION SHOULD 86 | Fbmmnou
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: DEFICIENCY) 5
" 1 : :
F 800 ! Continued From page 24 F 800! s_

| preferences of each resldent.
" This REQUIREMENT s not met as evidenced

:hy:

! Based on facility polioy review, observation and

| interview the faclity fallad to serve milk and

| protein shakes at the appropriata temparature for
i consumption for 87 residents,

, Findings Include:

! Review of facility policy "Food Temperatire and
| Preparation Service” ravised 11/28/17 revealed
i v .The danger zone for food temperature s '
" belween 41 F [Fahrenhell] and 135 F :
[Fanrenhsit]. This temperatura range promotes !
' the rapld growth of pathogenic microotganisms
that cause foodborne ilinass. Potentially -
- hazardous foods include meats, poultry, seafood,
. cut meton, eggs, milk, yogurt, and coltage
' cheese..." ;

| 13
| Observation an 4/16/18 at 12:36 PM in the dietary !
| department ravealed milk and proteln shakes !
 (which contained milk products) ware individually |
' wrapped in plastic glassas placed on metal trays

' on racks during plating of the food. Gontinued

| oheervation revealed the milk temperature was

- 42 degrees Fahrenheit and the protein shakes

L were 44 degrees Fahranhelt. These temperatures -
{were not within the safa range for consum plion or |
i distribution, ;

| Interview with the Food Service Suparvisar an

| 4/16/18 at 12:40 PM in the dietary department

l confirmed that the milk and protein shake were
| not within the appropriate and safa range for

i cansumption.

' Intarview Food Service Supervigor on 4/18/18 af ,

| = %
What measure will be put

. into place or what systemnatic i
i changes you wlll make to f
i ensute that the deficlent :

practice does not recur; and

The Kltchen Supervisor and :
RD will monitar milk and shake
temperatures for compliance,

How the corrective actlan(s) will
be monltored to ensure the
deflcient practice wlll not

recur; L., what quality assurance
pragram will he put Into place.

| The Kitchen Supervisor and RD
i will monitor the tray line for

i appropriate temperatures of
all foods.

All non-compllance concerns
will be referred to the QAP!
Committee for review of
effectiveness of the
interventlons Implemented.

: ) | i
t
i | | H

i

i
|
|
l
l
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F 800 . Continued From page 25 . F 800 3
i ) R " . ) . . i
| g:47 AM in his office confirmed the facility failed i ' !
| {6 serve milk and protein shakes at the l | The members Include |
appropriste temperature for 87 residents. { i Administrator, Assistant
! | : Adminlstrator, i
; | | DON, DSD, QA Coordinator, :
: " MDS Coordinator, Activity ‘
! i _, Manager, Dietary Manager, 'g
: | Rehab Manager, Soclal Services ;_
; . Director, Medical Records
! | Manager and RN/CNT.
: . Monitoring will be conducted :
daily, weekly, monthly or as -
ordered by the Medlal Director. :
J :
( - :
: f Completion Date: May 4, 2018. '
5 ;
i |
i | ot
| i '
) i
i
; [
| b
;' i ' . [
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